SURPRISINGLY, little data is available about the maternal and foetal prognosis when pregnancy is complicated by renal disease.
Over the past 8 years we have studied various aspects of renal disease in pregnancy and our findings are summarized below.
Renal infection in pregnancy
This is certainly the commonest form of renal disease in pregnancy. Frank pyelonephritis of pregnancy occurs in about 1% of women and in over 30% of women who show over 100,000 organisms/ml in a urine specimen collected at their first antenatal visit (Kincaid-Smith, 1965; Kincaid-Smith & Bullen, 1965) . About two-thirds of all cases of pyelonephritis of pregnancy can be prevented by treatment of asymptomatic bacteriuria (Kincaid-Smith & Bullen, 1965) .
The incidence of asymptomatic bacteriuria varies from 4 to 15 % in various parts of the world (Kass, 1960; Kincaid-Smith & Bullen, 1965; Le Blanc & McGanity, 1965; Stuart, Cummins & Chin, 1965; Little, 1967) . The complications of pregnancy bacteriuria also vary in different series. We related the high incidence of prematurity, foetal loss and pre-eclamptic toxae-mia in bacteriuric women to the high incidence of underlying chronic renal disease which has been demonstrated in the two large obstetric hospitals in Melbourne (Kincaid-Smith & Bullen, 1965; Fairley, Bond & Adey, 1966 Other forms of renal disease in pregnancy
The sparse literature on renal disease in pregnancy usually includes under the heading 'chronic nephritis' a wide range of cases varying from those with proteinuria alone to proteinuria accompanied by hyptertension and serious impairment of renal function.
Opinions are divided about the outlook for the mother and the indications for terminating pregnancy. Our own experience has shown that in some cases, pregnancy may have an adverse, and at times disastrous, effect on otherwise stable chronic renal disease. Permanent renal damage is more often apparent when there is already serious impairment of function and when there is in addition significant hypertension during pregnancy.
Factors influencing the course of the pregnancy in patients with renal disease (1) Impairment of renal function
The blood urea remained at a higher level after pregnancy in all but one of eleven pregnancies in nine patients with serious impairment of renal function. The blood urea was above 50 mg/ 100 ml during pregnancy in these nine patients and all were delivered after the 30th week of gestation. The outlook for the foetus was surprisingly good in that nine of eleven babies survived; however, of five patients who started pregnancy with blood urea levels between 40 and 130 mg/100 ml, three died of renal failure within months of the pregnancy, and the other two showed permanent elevation of the blood urea above 300 mg/100 ml.
In these patients, 'pre-eclamptic toxaemia' is certainly one of the mechanisms whereby renal function deteriorates during pregnancy. If this comes on early, there is little purpose in continuing the pregnancy because there is no chance of a successful outcome. Our overall foetal mortality in twenty-two pregnancies in women who had renal disease and blood ureas over 50 mg/ 100 ml during pregnancy was 50%. This included women in whom pregnancy was terminated for early 'pre-eclamptic toxaemia'. The maternal results were, however, so unsatisfactory in the nine patients with poor renal function whose pregnancies continued until the baby was viable, that we wonder about the advisability of undertaking or continuing pregnancy in women in whom the renal function is known to be impaired. Mackay (1963) Patients with diffuse glomerulonephritis also had a poor chance of a successful pregnancy. Only three of eleven babies (27%) survived in this group although the blood urea was only raised above 50 mg/100 ml in four patients. (Overall foetal mortality in patients with blood ureas above 50 mg/100 ml was 50%.) Preeclamptic toxaemia coming on early in pregnancy seems to be a major factor in the high foetal mortality in diffuse glomerulonephritis.
Because of this poor outlook for the baby and the unpredictable risks which the mother runs, it is doubtful whether one should advise pregnancy in a woman with diffuse glomerulonephritis even if the blood urea is normal. Two mothers with diffuse glomerulonephritis died of renal failure shortly after pregnancy and in another three there was a definite and permanent deterioration of renal function related to the pregnancy.
Renal artery stenosis
Six patients who presented with hypertension in pregnancy had renal artery stenosis demonstrated by arteriography after pregnancy. In three of these, the blood pressure fell to near normal levels after pregnancy and this does not exclude underlying renal disease as a cause of hypertension in pregnancy. Two other patients with renal artery stenosis developed malignant hypertension in the immediate post-partum period.
Polycystic renal disease
This form of renal disease seems to carry a particularly good chance of a successful pregnancy even when the blood urea is high. The renal function may, however, deteriorate considerably during pregnancy.
Conclusions
The risks of pregnancy are unpredictable in women with chronic renal disease. This is sufficient to justify termination of pregnancy on medical grounds in a woman with known underlying renal disease if she does not wish to take the risk of pregnancy. On the other hand, a woman with mild focal glomerular disease may have two or three successful pregnancies under supervision without apparent ill-effect. One cannot be dogmatic about the outcome of any particular pregnancy. At this stage, we have only broad general principles to guide us. Diffuse glomerular disease is more serious for mother and foetus than focal glomerular disease. Hypertension complicating renal disease may be a serious development and if severe, may require immediate termination of pregnancy. A pregnancy may be successful in spite of serious impairment of renal function but further impairment usually occurs during pregnancy and this may be sudden and of very serious significance for the mother.
Royal Postgraduate Medical School, London DURING the first half of this century the chest illness usually termed 'chronic bronchitis and emphysema' did not receive the attention merited by its high morbidity and mortality. When the Postgraduate Medical School was set up in a Municipal Hospital at Hammersmith it soon became apparent that chronic airways obstruction was responsible for a form of heart failure which was not the rarity which it had appeared to be to those whose view of medicine was confined to cases admitted to undergraduate teaching hospitals. The first British study of the haemodynamics of this condition was published from Hammersmith (Mounsey et al., 1952 ) and a clinico-pathological conference held there of a case of respiratory and cardiac failure in which emphysema was not found at necropsy was reported at the same time (Postgraduate Medical Journal, 1951) . Physiological techniques for the study of disordered pulmonary function and techniques for post-mortem examination of the lungs in the inflated state were later developed (Heard, 1958) and laid the foundation of more recent investigations into the relationship between function and structure, which have enabled definitions to be clarified. A spate of epidemiological studies of early disease were stimulated by the smog of the late 1950s and early 1960s and have been carried on in parallel with these clinical and pathological studies of the later stages.
Epidemiologists, interested in comparative studies, cannot use the clinician's unstandardized methods of diagnosis (Cochrane, Chapman & Oldham, 1951) . To overcome this difficulty a questionnaire on respiratory symptoms was designed, and later tested by duplicate studies on a group of Post Office workers. The errors encountered (Fairbairn, Wood & Fletcher, 1959) enabled improvements to be made and led to the production and publication of a standardized questionnaire (M.R.C., 1960) which, during the past 10 years, has had world-wide use and has
